Setting The first regulated supervised inhalation site (safer smoking room) in North America has opened in Lethbridge, Alberta, as part of a supervised consumption site addressing all routes of consumption. When designing the service, we felt it was important to accommodate not just injection drug use but also inhalation because (1) it is not the method of drug use that kills but the drug itself, (2) all people who use drugs deserve service regardless of their mode of use, and (3) people who use drugs should have the opportunity to use the method with the lowest risk.
Introduction
The first sanctioned supervised inhalation facility (SIF; or supervised smoking facility, SSF) in North America has opened in Lethbridge, Alberta, as part of a supervised consumption site (SCS) addressing four routes of consumption. Lethbridge is the fourth largest city by population in Alberta, with a population just above 96,000. ARCHES (AIDS Outreach Community Harm Reduction Education Support, formerly Lethbridge HIV Connection) is the harm reduction agency operating in the area since 1986. ARCHES is a wellestablished provider of support services to individuals living with HIV/AIDS, hepatitis C, and other chronic illnesses, providing extensive community support, targeted prevention, walking outreach, rural outreach, harm reduction supply distribution (including needles, safer inhalation kits, and condoms), clinical nursing services, and more. When the need for supervised consumption services became evident, ARCHES was the obvious service provider, given their longstanding relationships with the population. (In this article, we will use the acronym SSF-supervised smoking facilityto avoid conflation with the acronym SIF, which could refer to either supervised injection or supervised inhalation facility.)
While SSFs have existed in Europe for years (Shannon et al. 2006) , there has been some debate about the merit of SSFs and their relative value to people who use drugs and to harm reduction efficacy. Some stakeholders, including Health Canada, had concerns about ventilation, and others felt that there was a lack of evidence that SSFs would reduce HIV or HCV transmission or that those infections were a concern at all for people who smoked illicit drugs (Watson et al. 2013) . Furthermore, the general public is largely unaware of SSFs and their benefit, compared to a much greater knowledge of supervised injection facilities (Strike et al. 2016) . Even health authorities can fail to see the value in SSFs (Shannon et al. 2006) .
The impetus for our pursuit of a federal exemption from Health Canada to accommodate not just injection drug use, but also inhalation, was fourfold. First, people who use drugs have repeatedly told us that they want to use indoors and will do so given the option. Similarly, McNeil et al. (2015) , DeBeck et al. (2011), and Watson et al. (2013) found that people who smoke crack or methamphetamine want to do so out of the public eye in a private and safe space, away from law enforcement and social violence. Public stimulant smoking has been associated with risks such as rushed drug use, increased risk of bloodborne infection, pipe sharing, and public injection (Malchy et al. 2008; Voon et al. 2016) . This lack of a safe space in Vancouver led to the Vancouver Area Network of Drug Users (VANDU) accommodating an unsanctioned or provisional safer smoking room; the room was a repurposed bathroom and not (at the time of this writing) specifically designed as an inhalation room (McNeil et al. 2015) . People who use drugs have also expressed the belief that providing a SSF was one way to decrease publicly discarded crack and methamphetamine paraphernalia (Watson et al. 2013) .
The second reason for creating a SSF was our appreciation that it is not the method of drug use itself that directly results in fatalities but rather the drugs themselves. To limit supervised consumption services to injection, therefore, seemed shortsighted. Certainly, injection drug use is associated with higher numbers of overdoses, due to the fact that the drug is injected as a bolus, is not easily titrated by the person using, and is of unknown constitution. And while theoretically it is possible for someone who is smoking a drug to titrate the amount of drug they are getting, this is certainly not always the case, due in part to the inconsistent and often unknown constitution of street drugs. Additionally, cocaine and methamphetamine alter the permeability of the blood-brain barrier (Dietrich 2009; Riley et al. 2017; Sajja et al. 2016) , which not only has direct implications for drug impacts (including overdose) and brain pathology, but for increased access of viruses (including HIV) into the brain (Dietrich 2009 ).
Third, we believed that by offering a SSF we would be able to connect with a wider clientele than only those who use by injection. While injection drug use is well known for its high risk of complications, inhalation also has complications and risks, including increased risk of HIV or hepatitis C (HCV) and other infections, burns and cuts, and cardiovascular and respiratory problems. Providing safe spaces for supervised smoking creates opportunities for harm reduction interventions and health education, and a method of engagement for a population that does not inject. Collins et al. (2005) suggest that prevention programs are desperately needed to reduce the risk of HCV transmission, and that SSFs could play a Bcritical role in addressing this public health concern^(p. 281). They also indicate that Bcrack smokers are less responsive to interventions than other drug users( p. 281) and that effective interventions, including SSFs, must be developed for this subgroup of high-risk individuals. In Vancouver's unsanctioned SSF, volunteers distribute harm reduction supplies, disrupt pipe-sharing, and provide timely education regarding health risks (McNeil et al. 2015) . Peers who are former and even current drug users are a key component in harm reduction education for people who smoke illicit substances in Vancouver (Jozaghi et al. 2016) .
Last, to offer supervised consumption services to one subset of people who use drugs and not another seemed to imply that one group deserved service while another did not. We were concerned about the optics of preferential treatment for one mode of use (injection) over less harmful modes (inhalation/smoking). In a Vancouver study of people who smoke crack, McNeil et al. (2015) found that the omission of safer smoking rooms within regulated consumption sites was noted by the affected population. Thus, we were concerned that by valuing injection and excluding inhalation, we would lose the opportunity to encourage-and support-clients changing to less risky modes of use. Certainly, the distribution of safer smoking supplies has been associated with decreased needle use, as people who use drugs have the option to transition to a safer method of drug use (Leonard et al. 2008) . However, it is unclear to what degree the SSF will provide a direct mechanism for people to employ less risky modes of drug consumption.
Intervention
Our application to Health Canada for an exemption to offer supervised smoking services, in addition to the more common supervised injection services, was the first of its kind in Canada. In our application, we were required to include the additional policies and procedures relevant to supervised smoking. Policies unique to inhalation included overdose intervention, workplace health and safety, client-to-staff ratio for safe operation, and emergency evacuation procedures. We were also required to articulate the medical and health benefits of supervised inhalation, since the exemption is based on the medical benefits of supervised consumption. Additionally, we needed to show that we were in compliance with all federal, provincial, and municipal smoking legislation. (Because smoking legislation and bylaws are specific to tobacco and tobacco by-products, a safe inhalation facility would technically not contravene existing laws. There are no existing standards for illicit substances, so we worked with Alberta Labour to ensure we were in compliance with relevant codes by the implementation of protections.)
Concurrently with the development of our application we consulted with our clients-people who use drugs-to determine what they wanted in a supervised smoking service. They told us they wanted ARCHES to offer: separate rooms for separate consumption of substances (e.g., crack in one room, opiates in another); a space where they could inhale with others, as drug use is often a social event; an enclosed space for smoking that was medically monitored by staff; and, a space where any drugs can be used, although they did not want cross-contamination to occur between substances. Clients were very interested in having the option to inhale, in addition to other routes of use with which they may have more experience. In a culture of free needle distribution, free pipe distribution is a relatively recent newcomer and we are finding considerable client uptake of smoking as an alternative to injection.
We received approval from Health Canada to offer supervised inhalation (smoking) services in addition to services addressing ingestion, injection and snorting. Based on a European model, we worked with a local commercial heating, cooling, and ventilation (HVAC) company, who worked in consultation with a mechanical engineer, to create rooms with ventilation systems that complied with Canada's more stringent occupational health and safety regulations and in accordance with building codes for commercial spaces. Furthermore, the system had to comply with provincial tobacco ordinances (Tobacco Reduction Act) and municipal bylaws. Research has indicated that staff safety is a primary concern regarding the implementation of SSFs and as such, high quality ventilation systems are needed (Watson et al. 2013) .
The American Society of Heating, Refrigerating and AirConditioning Engineers (ASHRAE) Standard 62.1-2016, Ventilation for Acceptable Indoor Air Quality, guided the technical design of the smoking rooms to ensure acceptable air quality and minimal adverse health effects from second hand smoke. These guidelines, while originating in the United States, have also been adopted in Canada. In these guidelines, Bacceptable indoor air quality^means Bair in which there are no known contaminants at harmful concentrations as determined by cognizant authorities and with which a substantial majority (80% or more) of the people exposed do not express dissatisfaction^ (ASHRAE 2016, p. 3) . BEnvironmental tobacco smoke^is defined as Bthe 'aged' and diluted combination of both side-stream smoke (smoke from the lit end of a cigarette or other tobacco product) and exhaled mainstream smoke (smoke that is exhaled by a smoker)^and commonly known as Bsecondhand smoke^ (ASHRAE 2016, p. 4) . This definition also includes smoke produced by cannabis, electronic smoking devices, and controlled substances. However, at this time, some contaminants, including crack and methamphetamine, lack guidelines and standards for acceptable concentrations and exposure values (ASHRAE 2016).
The SSF is mechanically ventilated with a balanced exhaust and supply system. Air enters the dedicated space through steel grilles that are washable and structurally robust. The indoor air from the SSF is filtered and discharged to the outside of the building via a rooftop vent, from where it dissipates into the environment. Each smoking room is an independently ventilated negative air pressure room on its own independent ventilation system, to avoid distributing the smoke to any other area of the SCS. The room is overventilated, by spec, with 250 CFM (cubic feet per minute) of air being removed from each smoking room and 125 CFM flowing into each. The calculation of CFM takes into account both the volume of air and the rate at which it moves into or out of an enclosed space. Ventilation systems are connected to an uninterrupted power supply. Air in the consumption site as a whole is replaced over six times per hour and is replaced 15 times per hour in the smoking rooms.
There is an emergency smoke evacuation switch on the wall of the nursing station, so that in the event an emergency situation arises that requires staff intervention, staff can do so without exposure to smoke. When pushed by the attendant, it closes the air intake damper and clears the room of smoke rapidly, by drawing 600 CFM through each room. The smoking rooms are also air conditioned, as they are located in the centre of the building and tend to become quite warm due to a combination of smoking activities, body temperature, and high usage.
Other design considerations came from people who use drugs, including creating separate injection and smoking areas within the same facility, due to the different effects of uppers and downers, exposure to different methods of use, and different behaviours associated with each (Watson et al. 2013) . Some people who use drugs would not want to be exposed to seeing others inject, some would be triggered by others' drug use, and some felt there was a Bpecking order^or stigma associated with the preferred route and use (Watson et al. 2013) . Additionally, people who smoked drugs wanted to be able to smoke at the same time as another person, so each room can accommodate three people comfortably. In our Lethbridge needs assessment, using the Edmonton Drug Use and Health Survey (Hyshka et al. 2016) , we found that three quarters (76.5%) of the 207 survey respondents said they would use a SSF (Pijl et al. 2017 ). This acceptance rate was similar to Shannon et al. (2006) and DeBeck et al. (2011) , but substantially higher than a study by Collins et al. (2005) which found that only 27% of drug users surveyed would use a SSF if one was available. It is not clear why our population differed from that in the Collins et al. (2005) study. Other research reveals that a small subset of people who use drugs do not see the value in a SSF-particularly compared to SIFbecause people Bcan do a toke of crack anywhere^ (Watson et al. 2013, p. 159) . In other words, it appears that people who use drugs seem to view smoking as more portable and less risky (than injection) and not requiring a place-based intervention, per se.
The supervised inhalation service was promoted through the community consultation process, during our needs assessment, through our other service delivery (including a significant outreach program) and through our ongoing relationships with clients who access our services. Furthermore, people who access our services let others know about this service by word of mouth. As part of a standard intake process, when clients access the SCS, they are asked about the drugs they are planning to use and the route by which they plan to use them. 
Outcome
Since opening the supervised consumption service on February 28, 2018, the response has been overwhelming, to the extent that there is a need to increase the number of inhalation rooms to reduce wait times. There were a total of 654 unique clients who attended the site in the first four months of operation. Of these, most were between the ages of 20 and 29 (37.61%) or 30 and 39 (34.71%). More than half were male (58.41%), and 61.31% identified as Indigenous (First Nations, Métis or Inuit) (see Table 1 ). We had 11 overdoses from inhalation in the first four months after opening; seven of these were related to opioids (five of which were treated with oxygen administration and nurse observation, and two of which were reversed using Naloxone) and four were related to methamphetamine, for which there is no antidote. Overdoses due to inhaled (smoked) drugs contributed to 4.2% of the overall overdose rate for the SCS.
In March 2018, the first month of operation, usage by inhalation accounted for 40.6% (967) of client visits. The number of people smoking in the SSF increased in April to 1653, in May to 2184, and in June to 3576. Thus, the numbers of clients utilizing the inhalation space is increasing (see Table 2 ). When the consumption site first opened, we noticed that almost half of clients (40.6%) were using by inhalation. Looking at usage by client numbers (representing unique clients): in March 2018, 141 of 237 (59.5%) unique clients used the inhalation room at least once; in April, these numbers rose to 219 of 309 (70.9%) unique clients; in May, 260 of 375 (69.3%), and in June, 321 of 457 (70.2%). The number of visits for the inhalation room increases every month (see Table 3 ). Overall, we have found that individuals who do not use the inhalation room are clients who access the SCS infrequently (i.e., low average number of visits). Our most frequent SCS users use the inhalation room typically a quarter or less of their visits (i.e., are injection drug users who may sometimes decide to smoke rather than inject). Of clients who used the inhalation room, roughly 42% used it for most or all of their SCS visits (75-100% of the time). Substances being consumed by inhalation (smoking) include, in decreasing order of incidences self-reported by people using the site: methamphetamine (84.7% of recorded substances for inhalation), a variety of opiates (5.27%), and crack (rock) (4.3%) (see Table 4 ).
As of May 22, 2018, we expanded operating hours (previously 0900 h to 0200 h) to a 24/7 operation. This expansion was in response to the overwhelming need that resulted in long lineups outside the facility. Pending funding, we would like to add two more smoking rooms as these are also in high demand.
Since the inception of our supervised consumption application, we intended to actively encourage clients to choose safer forms of drug use other than injection as part of moving them down the treatment continuum. This harm reduction goal informs all areas of our practice. Staff make sure clients are aware of other ways to use a drug. They also encourage people who are not able to find a vein for injection, or who do not know how to inject independently, to consider an alternate (and safer) method, such as inhalation. Harm reduction is in all of the staff members' conversations with clients. Clients who are seeking to move from inhalation to injection meet with staff to discuss the risks associated. An interesting local phenomenon was the widely held belief, among people who use illicit drugs, that opiates could not be smoked-only taken orally or by injection. ARCHES has been instrumental in helping clients switch to inhaling by providing them with the education and equipment they need, so they are not injecting as much.
As for documenting clients transitioning to less risky routes of drug use (i.e., from injection to smoking) at this early stage, we have considerable anecdotal evidence. Patterns are largely dependent on the number of times a client accesses the site in a month (or a year); the provision of equipment and client education to promote smoking over injection; and the approach of the end of the month, which is associated with clients having fewer financial resources and an increased need to Bmake doŵ ith what little substances they can procure and use. As our data increase with time and client visits, it may be easier to see how many clients are choosing to change.
Conclusion
Supervised inhalation is a promising innovation to assist people who use drugs. These services provide an alternative to public drug use and an opportunity for people who use drugs to engage with harm reduction services.
